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Revision: HCFA-PM-91-4
August 1991

MICHIGAN MEDICAID STATE PLAN

21D
OMB No.: 0938-

State: Michigan

Citation

1902(a) and
1903(v) of the Act

1905(a)(9) of the
Act

1902{a}{47) and
1920 of the Act

42 CFR 441.55,
50 FR 43654,
1902{a)43),
1905 (a)(4)(B),
and 1905 (r) of
the Act

3.1(a)6)

Amount, Duration, and Scope of Services:

Limited Coverage for Certain Aliens (continued)

{ii}} Atiens who are not lawfully admitted for permanent
residence or otherwise permanently residing in the United
States under color of law who meet the eligibility conditions
under this plan, except for the requirement for receipt of AFDC,
S8l or a State supplementary payment, are provided Medicaid
only for care and services necessary for the treatment of an
emergency medical condition {including emergency labor and
delivery) as defined in section 1903(v)}{3) of the Act.

Homeless Individuals

Clinic services furnished to eligible individuals who do not reside
in & permanent dwelling or do not have a fixed home or mailing
address are provided without restrictions regarding the site at
which the services are furnished.

Presumptively Eligible Pregnant Women

Ambulatery prenatal care for pregnant women is provided
during & presumptive eligibility period if the care is furnished by
a provider that is eligible for payment under the State plan.

EPSDT Services

The Medicaid agency meets the requirements of sections
1802{a)(43), 1905{a){4)(B). and 1905(r) of the Act with respect to
early and periodic screening, diagnostic and treatment (EPSDT)
SEervices.

TN No.- 05-05

Supersedes
TN No - 82-01

Approval Date

H/‘ 47 Effective Date: 01/01/2005



MICHIGAN MEDICAID STATE PLAN
45
Revision: HCFA-PM-91-9 (MB)
October 1991

State: Michigan

(1tation 413 Required Provider Asrecment

With respect to agreements between the Medicaid ageney and each provider
furnishing services under the plan:

42 CFR 431.107 {a) For all providers. the requirements ol 42 CFR 431.107 and 42 CFR Part 442.
Subparts A and B (if applicabie) are met.

42 CFR Part 483, {b) For providers of NI services, the requirements of 42 CFR Part 483, Subpart

1919 of the Act B, and section 1919 of the Act are met.

42 CFR Part 483, (¢) For providers of ICF/MR scrvices, the requirements of participation in 42

Subpart D CFR 483, Subpart D are also met.

1920 of the Act {d) For cach provider that 1s eligible under the plan to furnish ambulatory

prenatal care to pregnant women during a presumptive cligibility period, all
the requirements of section 1920 (b)(2) and (c) are met.

___ Notapplicable. Ambulatory pre-natal care is not provided to pregnant
women during a presumptive eligibility period.

TN No.: 05-05 Approval Date /> o/t 5 Effective Date 01/01/2005

Supersedes
TN No.: 92-01



Aftachment 2.2-A
Fage 23

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of MICHIGAN

Groups Covered and Agencies Responsible for Eligibility Determination

Citation(s} Groups Covered
B. Optional Groups Other than the Medically Needy (continued)

1902(a}47) _X_ 17. Pregnant women who are determined by a “qualified

and920 of the Act provider” (as defined in 1920(b)(2) of the Act) based on
preliminary information, to meet the highest applicable
income criteria specified in this plan under Attachment
2.6-A and are therefore determined to be
presumptively eligible during a presumptive eligibility
period in accordance with section 1920 of the Act.

TN NO..  05-05 Approval Date: "-/-"'I'z(é/_;,i Effective Date: _01/01/2005

Supersedes
TN No.: _§2-14



Attachment 2.2-A
Page 23a.2

STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT

State of MICHIGAN

Groups Covered and Agencies Responsible for Eligibility Determinations

Agency*  Citation(s)

1902(e)(12) of the Act

1920A of the Act

Groups Covered

X 21, A child under age 19 {not to exceed age

19} who has been determined eligible is
deemed to be eligible for a total of 12 (not to
exceed 12 months) regardless of changes
in circumstances other than attainment of
the maximum age stated above.

X 22. Children under age 19 who are determined

by a “qualified entity” (as defined in
1920A(b)(3)(A}) based on preliminary
information, to meet the highest applicable
income criteria specified in this plan.

The presumptive period begins on the day
that the determination is made. The period
ends on the date that the State makes a
determination with respect to the woman's
eligibility for Medicaid, or if the worman
does not apply for Medicaid (or a Medicaid
application was not made on her behalf) by
the last day of the month following the
menth in which the determination of
presumptive eligibility was made, the
presumptive period ends on that last day.

TN NO.: 05-05 Approval Date: /s /u Effective Date: 01/01/2005

Supersedes
TN No.: 02-17



Attachment 2 .6-A
Page 25

STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
State of MICHIGAN

Eligibility Conditions and Requirements

Citation{s} Condition or Requirement

11. Effective Date of Eligibility
a. Groups Other Than Qualified Medicare Beneficiaries
(continued)

1920(b)(1) of X (3) For a presumptive eligibility for pregnant women only

the Act
Coverage is available for ambulatory prenatal care for
the period that begins on the day a qualified provider
determines that a woman meets any of the income
eligibility levels specified in Attachment 2.6-A of this
approved plan. If the woman files an application for
Medicaid by the last day of the month following the
month in which the qualified provider made the
determination of presumptive eligibility, the period ends
on the day that the State agency makes the
determination of eligibility based on that application If
the woman does not file an application for Medicaid by
the tast day of the month following the month in which
the quaiified provider made the determination, the
period ends on that last day.

1902(e}(8) and X b. For qualified Medicare beneficiaries defined in section
1905(a)} of the 1805{P){1) of the Act coverage is available beginning with
Act the first day of the month after the month in which the

individual is first determined to be a gualified Medicare
beneficiary under section 1905(p)(1}). The eligibility
determinaticn is valid for

A 12 months

6 months

____meoenths {no less than § months and no mare than 12
months

TN NO.: 05-05 Approval Date: _‘_’ff_/f_)__-s_/_g_f_: _ Effective Date: 01/01/2005

Supersedes
TN No: g2-14



Attachment 3.1-A
Page 8a

STATE PLLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of MICHIGAN

Amount, Duration and Scope of Medical and Remedial Care
Services Provided to the Categorically and Medically Needy

21. Ambulatory prenatal care for pregnant women furnished during a presumptive
eligibility period by an eligible provider (in accordance with section 1920 of the Act).

X Provided _ Nolimitations X With limitations
___ Not provided
22. Respiratory care services (in accordance with section 1802(e}(9)}A) through (C) of
the Act).
X Provided _ No limitations X With limitations

__ Not provided

23. Certified pediairic or family nurse practitioners’ services.
X Provided __ Nolimitations X With limitations

_ Not provided

TN NO.: 05-05 Approval Date: u;/»)‘/ J Effective Date: §1/01/2005

Supersedes
TN No.: 92-05



Supplement to
Altachment 3.1-A
Page 35
STATE PLAN UNDER TITLE X}X OF THE SOCIAL SECURITY ACT
State of MICHIGAN

Amount, Duration and Scope of Medical and Remedial Care
Services Provided to the Categorically and Medically Needy

19. Case Management
See Supplement 1 to Attachment 3.1-A
20. Extended Services to Pregnant Women

a. The Program covers extended services for 80 days after delivery.
b. Al necessary medical services related to pregnancy or services associated with
medical conditions that may complicate pregnancy are covered, including

1) Psychosocial/nutritional assessments when the recipient is referred for
assessment by a physician or a certified nurse mid-wife and when the
service is provided through a maternal support service provider certified to
render this service by the Department of Community Health, Public Health
Administration. The assessment is administered by a certified social worker,
registered dietitian, nutritionist andfor public health nurse. The assessment
will diagnose and identify the existence, nature or extent of
psychosocial/nutritional deviation, if any, in a recipient.

Z2) Maternal support services are covered when referred hy a physician or
certified nurse midwife. The maternal support services provider, through
which these services are delivered, must be certified by the Department of
Community Heaith, Public Health Administration. Practitioners rendering the
service must be either staff of the certified maternal support services agency
or under diract contract to that certified agency and must be state licensed,
rendering service within the scope of practice defined by state law. Maternal
support services consist of:

ay professional visits/interventions of a certified social worker,
nutritionist/registered dietitian and/or a public health nurse for counseling
to prevent disease, disabiiity and other heaith conditions or their
progression and to promote physical and mental health and efficiency,
and

b) chidbirth/parenting education programs that have been certified by the
Department of Community Health, Public Health Administration and
delivered by a licensed practitioner as defined under this item.

20. Ambulatory Prenatal Care for Pregnant Women during Presumptive Eligibility

Ambulatory prenata!l care for pregnant women is provided during a presumptive eligibility
period if the care is furnished by a provider eligible for payment under the State plan

TN NO . 05-05 Approval Date: féjga) Effective Date: 01/01/2005

Supersedes
TN No o "Heading Rev. 04/01/89




